Assessment is central to identifying needs, making decisions and providing services. Assessment tools have a role in relation to co-ordinating care, communication between professionals and gathering data for monitoring and service improvement. As the health and social care of older people becomes more complex, there is an increased requirement for co-ordinated, effective and efficient assessment. This paper outlines the development of the Northern Ireland Single Assessment Tool (NISAT) for the health and social care of older people. The development involved stakeholders from a wide range of professions, older people and carers. The process included a survey of existing care management assessment tools, various working groups and testing reliability using vignettes and trained actors. Older people were engaged in a music, dance and visual arts project on the theme of assessment to inform the tool development. The components of the tool and their development are reviewed, including considering the role of social work in contributing to specialist assessment as distinct from the role of co-ordinating a holistic assessment process. There are challenges facing co-ordinated assessment processes in health and social care of older people because of the wide variety of care pathways in primary, acute, 'intermediate' and community care settings.
p. 9, 2006 , 2009a HM Government, 2008; Department of Health, 2006) including direct payments schemes whereby some clients can manage their own publicly funded care employees (2002 Carers and Direct Payments Act (Northern Ireland) ; Carr, 2007; 1996 Community Care (Direct Payments) Act; Duffy et al., 2010; Glasby et al., 2009; Glendinning et al., 2008; Needham, 2008 Needham, , 2010 . In England, there has been the development of individual budgets and self-directed care (Leece and Leece, 2006; Ellis, 2007; Carr, 2010) . There has been increased attention to an outcomes focus for services and to rehabilitation at the point of hospital discharge where there are now a variety of teams and services in which social workers are involved (Department of Health, 1998) including intermediate care and teams for specific conditions such as falls. There has been continuing attention to seeking effective and efficient multiprofessional working (Department of Health, 2009a) .
With the introduction of the devolved administrations for Scotland, Wales, Northern Ireland and England, the detailed policy direction and implementation are becoming increasingly diverse across the jurisdictions of the UK. In Northern Ireland, which is our focus, the integrated management structures for health and social care (Taylor, 1998) have some implications that differ from elsewhere in the UK (Department of Health, 2007a Health, , 2007b Glasby, 2009; Weiner et al., 2002) . For example, the complexity of public health and social care bodies and the pervasive divide between health care organisations and social care organisations in England (Abendstern et al., 2011) is perhaps a less intense problem in Northern Ireland, although integration between professions remains a challenge.
In 2005, the Department of Health, Social Services and Public Safety for Northern Ireland commissioned a project to develop a single assessment tool for the health and social care of older people. The tool would facilitate access to appropriate health and social care interventions ranging from noncomplex to complex co-ordinated care and would be used in primary, acute and community health and social care including intermediate care. The tool would be consonant with the general aims of the National Service Framework for Older People in England (Department of Health, 2001 ; see Scottish Executive, 2001 , in relation to Scotland; see Welsh Assembly Government, 2002 Government, , 2007 , in relation to Wales), although the detailed requirements do not apply.
In Northern Ireland, health and social care services have been delivered through integrated management arrangements since 1973 (Taylor, 1999) for both children's and adults' services. Despite reorganisations of boundaries and organisational functions, the integrated management arrangements have stood the test of time and have become increasingly integrated. Line management for older people's services might be by any health and social care professional. The Health and Social Care Trusts that deliver acute and community health and social care have various arrangements to ensure professional supervision and communication channels where a professional has an immediate line manager of a different profession from their own.
In Northern Ireland, any health and social care professional, with appropriate training and supervision, can undertake the care management role for people with complex health and social care needs (Department of Health and Social Services, 1990) whereas, in Great Britain, this role is almost exclusively undertaken by social workers (Postle, 2002; Weinberg et al., 2003) . Complex cases are defined as those in which there is a significant amount of multi-professional working, in which intensive use of home care services is required or in which a change of domicile is being considered (Department of Health and Social Services, 1990 ). An informal estimate is that, in practice, this care (or case) management role of co-ordinating the inputs of the various health and social care professionals is undertaken in approximately 75 per cent of cases by social workers and in most of the others by community nurses, typically where nursing needs predominate. This estimate by the author is based on a decade of experience in one Health and Social Care Trust, including responsibility as lead social work training officer for the implementation of the People First community care policy initiative (Department of Health and Social Services, 1990; Taylor, 1998) . Increasingly, those who are not social workers are in dedicated care management roles in teams with social workers.
The general aims of integrated (or 'single' or 'unified') assessment are illustrated in Figure 1 . In addition to these general aims for the Figure 1 Aims of integrated assessment integrated assessment of health and social care needs of older people, it was important that the tool suited a variety of organisational structures, processes and services. It must not be overly prescriptive regarding job descriptions, team functions, eligibility criteria and services available at a particular place or time. Whilst meeting the current service needs in terms of assessment against eligibility criteria and prioritisation schemes, the tool must not date unduly quickly with environmental changes to retain credibility as a professional tool. The aim was to support professional practice and build confidence in the profession amidst some degree of socio-demographic and policy change (Dickinson et al., 2006 : Manthorpe et al., 2007 .
Integrated assessment does not mean that professions are regarded as if they could do each other's jobs (Christiansen and Roberts, 2005) . Nor is the term used here to mean arrangements whereby an assessment undertaken by one professional is accepted by others (Abendstern et al., 2011, p. 468) . The acceptance of the assessment by another professional on matters within their competence is not questioned here, although we do recognise that some parts of what each profession assesses is common across professions. The aim is to co-ordinate specialist assessments into a holistic picture. A unified tool must integrate (not merely assemble) specialist assessments and must facilitate access to appropriate services, inter-professional working and a better client experience of assessment. A key issue was to reduce duplication between professions and the burden on older people by identifying core domains of assessment that were common across professions. Whilst ensuring that these were within their defined professional competence, these domains were to be brought into one or more common components of the tool that could be used by any health and social care professional, whilst respecting the fact that there would remain domains, and depths of assessment within domains, that were a specialist area for a particular profession.
The planned tool would replace the existing care management tools where needs are complex. The term care management has come to be used in the UK to replace the more international and historic term case management that is used more widely in social work. The reason was the response to public consultation at the time of the community care reforms in the early 1990s, where people said that it was their care that was being managed, not them as a 'case' (Department of Health and Social Services, 1990; Taylor, 1998) . The term case management is now also being used to refer to management of long-term conditions. The essentials of the task are, however, not different and the principle remains that the most appropriate professional should undertake care management or case management (DHSSPS, 2010) . In complex cases, there needs to be an agreed mechanism to co-ordinate the contributions of various professionals and to manage expensive care resources.
The development process
One challenge in the project was to create a shared vision for the task, embodying opportunities as well as threats (Dickinson, 2006) . Appropriate stakeholders were engaged in the development process so as to identify issues to be addressed, to solve problems that arose and to establish a consensus where possible. This engagement with professionals, voluntary sector providers, older people and family carers provided the project team with vital information and debate, and gave a strong sense of ownership of the developing tool. Consultation took place with over 350 stakeholders during the two-year project, principally through the mechanisms described below. The Project Team reported to a Steering Group at the Department of Health, Social Services and Public Safety, and the various organisations and groups involved in the project are illustrated in Figure 2 . The Stakeholder Group was a key element in the ownership and credibility of the developing tool and met approximately every three months during the project.
The User Group was formed to elicit views from older people and family carers (Moriarty et al., 2007) . Older people and family carers were engaged through voluntary organisations. Participants were sent consultative materials for comment at appropriate stages, were invited to regular meetings, were informed quarterly of project progress and were able to contribute through the User Group and also through the e-Consultative Group (see below) if they wished.
Creative arts sessions were carried out to engage older people through music, dance and visual art to provide greater insight into older people's lives. A professional artist, dancer and musician experienced in the delivery of arts programmes in health care settings facilitated the sessions assisted by members of day-care staff who were familiar with the older people. A member of the project team was also present. The six workshop sessions were themed to cover issues that had been raised during the project-particularly by the User Group. The fifteen older people who participated were recruited from a large urban day centre and had experienced a range of levels of assessment. Participants had a wide range of health and social care needs, and their needs ranged from moderate to advanced dementia. Topics emerging from the workshops included particularly concern about protection and safety, the importance of family and community support to enable them to look forward positively to older age, concerns over money and the importance of services in overcoming isolation. Participants were asked to share their experiences of assessment and how these experiences differed from their needs and expectations of the process. The outcomes from the workshops emphasised particular areas in the draft tool that were then extended or refined such as personal relationships, security, financial issues, education, leisure activities and the level of support bjsw.oxfordjournals.org individuals require to remain independent. The participants' experiences of assessment appeared to be one of disempowerment with sharing that it was difficult to engage with professionals to the extent that they could share their life experiences and individuality. These comments challenged us to even greater endeavours to ensure that the tool design supported professional assessors to capture the older person's perspectives, life experiences and quality-of-life issues.
An e-Consultative Group was set up to reach as wide an audience as possible and comprised anyone who wished to join (Department of Health, 2009b) . In order to raise awareness of the project, a quarterly newsletter was produced and distributed via this e-Consultative Group. Two websites were created for the Project: one at the DHSSPS (www.dhsspsni.gov.uk/ ec-single-assessment-tool) and one at the University of Ulster (www. science.ulster.ac.uk/sat/). Quarterly newsletters and project reports were made available on the websites, which also received feedback, questions and comments that were collated and replied to by members of the project team.
Information was gathered from a growing network of practitioners who provided input in relation to specialist areas to be addressed within the tool (McCormack et al., 2008a) . Based on the issues raised during the process, particularly by the Stakeholder Group and the User Group, meetings and workshops were convened as required to gather information on and discuss the appropriate inclusion of topics such as medicines management, abuse, financial benefit maximisation, palliative care, fuel poverty, dietetics and housing (McCormack et al., 2008a (McCormack et al., , 2008b . A Medical Practitioner Group assisted in the development of the component relating to medical needs (Philip, 1997) . The Project Team met frequently to discuss issues raised by the groups (including the e-Consultative Group) and to incorporate these into the developing tool.
The NI Single Assessment Tool
Central components of NISAT Central to the Northern Ireland Single Assessment Tool (NISAT) was the development of three cumulative components so as to give a degree of proportional assessment, and designed to avoid repetition between components. One key challenge was to define who would be regarded as competent to complete each component of the tool. The Contact Screening was defined to be suitable to be completed by (at minimum) a trained nonprofessional such as a skilled receptionist, although it was envisaged that it would also be completed by professionals. The Core Assessment was designed to be completed by any health and social care professional in any setting. The Complex Assessment was designed to be completed by any health and social care professional trained and supervised in this field of work, such as those professionals currently undertaking care management roles (predominantly social workers). The basic components of the tool are illustrated in Figure 3 .
The Core Assessment component consists of ten domains. A strong message from our collaborative developmental process was that unnecessary form-filling must be avoided. The aim was a flexible tool to be used in a variety of ways in primary, acute and community care. Although we envisaged that usually the whole of the Core Assessment would be completed, the domains were structured so that three domains (Physical Health, Mental Health and Emotional Wellbeing; Awareness and DecisionMaking) were regarded as central to every assessment. Difficulties experienced within the three central domains may impact on other aspects of the older person's life, captured in the other seven domains, which are to be completed according to apparent need (see Figure 4) . These domain definitions for Northern Ireland are broadly similar to, but not identical to, those envisaged following the National Service Framework for England (Department of Health, 2002 .
The Complex Assessment component was designed specifically to address issues of complexity and risk such as the interaction between aspects of care and need, and the risk of change of domicile or need for intensive home care support. The Complex Assessment was designed to prompt the integration of specialist assessment (discussed below) into a holistic assessment in complex cases, although specialist assessment could also be requested from Core Assessment (without undertaking the Complex Assessment) if the professional thought it appropriate. Complex Assessment builds on the Core Assessment, provides a framework to incorporate specialist assessments from appropriate professions (including social work if appropriate) and also addresses the issues inherent in complex cases as defined in the community care policy initiative (Department of Health and Social Services, 1990) . Additional components of NISAT Four additional components were developed using broadly the same process and consultation cycle to complement the three components outlined above. These components became the Specialist Referral Form, the Specialist Assessment and Recommendations Form, a G.P. and Medical Practitioner's Report and a Carer's Support and Needs Assessment as discussed below.
As an early part of the project, a survey of existing tools used for care management with older people in Northern Ireland was undertaken. This suggested that approximately half of the information gathered by specialist assessment tools was generic across a number of professions whilst approximately half was specific to that profession and the purpose of the tool (McCormack et al., 2007a) . Such duplication in specialist tools could not be addressed directly in this project. Our focus was the task facing the professional trying to co-ordinate holistic care in making sense of diverse specialist knowledge and levels of detail. This was addressed by creating a Specialist Referral Form (by which a specialist assessment might be requested by a professional completing the Core or the Complex Assessment) and a Specialist Assessment and Recommendations Form. This latter was a template for the professional completing a specialist assessment to summarise that assessment in language that any health and social care professional could understand. This was designed to summarise the needs and proposed treatment or care with a view to the implications for other health and social care needs and the provision of holistic care. As an example, one issue is where medication for physical or psychiatric symptoms has an effect on unrelated aspects of functioning at home mediated through such as mood, balance or drowsiness (Bahri, 2010) .
A GP and Medical Practitioner's Report was created to facilitate the contribution of General Medical Practitioners and other medical staff to ensuring that treatable conditions were identified and addressed, and to support the role of the GP as gate-keeper to a number of services. A Carer's Support and Needs Assessment was created so as to standardise the assessment of the needs of family carers in relation to supporting them in their caring role (Guberman et al., 2003) .
Tool design
Various steps were taken to develop the validity, reliability and usability of the tool (Carpenter et al., 2005) to improve the quality of assessment (Seddon et al., 2010) . However, NISAT was not designed as a predictive assessment tool (Taylor, 2010 ) that might give scores for domains of functioning. These steps included the use of vignettes to develop validity and reliability in relation to the Core Assessment (McCormack et al., 2007c (McCormack et al., , 2007d and trained actors interviewed by pairs of professionals in relation to the reliability of the Complex Assessment (McCormack et al., 2008e) . The three actors were each given a brief for one of three typical scenarios of what are currently known as 'care managed' cases, drawing on our own professional experience and that of the Stakeholder Group.
Usability was developed through the extensive consultation process (McCormack et al., 2008d) . The focus of the tool is a holistic, staged assessment designed to incorporate, as appropriate, summaries of specialist assessment. The focus is not detailed measurement of change that might properly be the focus of some specialist assessments carried out by the appropriate profession. Domains of the Core Assessment incorporate some scales, some dichotomous yes -no questions and some free text. These simple scales incorporated in the Core Assessment ( Figure 5) are not in-depth specialist scales. The scales used here are person-focused and are used primarily to gather information about how the older person rates his or her own condition, as confirmed by the assessor. By seeking to capture the older person's perspective, the tool supports their participation in assessment and also enables the professional to have a clearer picture of the older person's perspective and level of awareness of the situation. An innovative feature was to provide each sub-domain with prompts to aid the completion of free-text boxes, rather than having extensive lists of questions that had to be answered (Figure 6 ). This feature was viewed as supporting the priorities of older people so that a more flowing picture of need could be portrayed whilst also giving structure to the assessment and ensuring appropriate scope and depth of data gathering according to the judgement of the professional involved. 
Discussion

Development process
There were many challenges in developing a unified assessment tool for the health and social care of older people (Glasby, 2004 ) that would have professional ownership, embody best practice and meet the wider need for service management. NISAT was designed to be capable of integrating the assessment of health and social care needs of people over sixty-five in primary, acute and community care settings in relation to holistic, community care needs along the continuum from simple to complex. The Department of Health and Social Services (1990) describes assessment as the cornerstone of good-quality community care. It built on the best of previous practice through a thorough evaluation of existing care management documentation (McCormack et al., 2007a) . It was shaped by an international perspective on best practice by a thorough literature review (McCormack et al., 2007b) using advanced searches on electronic databases . NISAT also strengthened the person-centred focus of assessment of older people and introduced assessment stages broadly proportionate to needs.
The development process was not without contention, however, and there was much lively debate. For example, there was a view from one health and social care commissioning body that Contact Screening should always be undertaken by professionals. We found that two of the eleven trusts delivering community health and social care services (not within the area of that particular commissioner) had non-professional social care staff undertaking some social care assessment not only at the level we were describing as contact screening level, but also at a level beyond that. The principle was adopted that only a professional can be responsible for an assessment, even though parts of it might be delegated to non-professional social care staff. Our development was also shaped by emerging models of practice such as call centres employing specially trained non-professionals to ensure timely response and accuracy of initial recording at the screening stage.
Issues for older people and their carers
NISAT is innovative in that the wording of the Core Assessment is addressed to the older person (Haywood et al., 2005) , even though it was expected that it will be completed with a professional present as part of an interactive, narrative process (Gibson, 2004) . This is in keeping with the philosophy of person-centredness (Cornes and Clough, 2004; Manthorpe et al., 2007; Powell et al., 2007) that underpinned the development. This was designed as a prompt to the professional to retain a client focus. This might be viewed as assuming that the form will be physically on the table during assessment sessions. However, the process is not prescriptive. Once professionals are familiar with the tool, they might still complete the Core Assessment after the interview, rather than during it. NISAT has been designed to be computer-compatible and, in time, it may be that a computerised version will be on the table with the older person on some sort of portable electronic device. The wording of the questions should point them towards greater client focus in the interaction, thus supporting professionals in using their knowledge and skills in assessment (Crisp et al., 2007; Taylor and Donnelly, 2006a) .
Service needs
There is an inherent tension in designing an assessment tool that will support both professional decision making and also aggregate data for service monitoring and improvement (Keene and Li, 2005; Mackenzie et al., 2005) . NISAT was designed to fulfil both these purposes. Standardising the definition of the scope of various levels of assessment will facilitate the gathering of data about needs and services across Northern Ireland. Previously, each of the eleven trusts delivering community health and social care services created its own assessment tool and system. Although these were designed to meet the same care management requirements of the community care policy initiative, there was much variation in depth and scope of assessment across trusts.
The tool sought to embody an approach promoting recovery, treatment and enabling rather than drawing older people into chronic and long-term care inappropriately. A key learning point was incorporating an increased focus on preventive measures within an assessment tool. Our focus in social work in recent decades has increasingly come to be on the most complex end of the spectrum of health and social care needs. By designing the Core Assessment to be completed by any health and social care professional in any setting, the introduction of NISAT should enable diversion of older people away from institutional and unnecessarily dependent interventions through clearer identification of need at an earlier stage. This should also ensure that social workers consider the range from preventive to complex work.
Professional issues
The essence of NISAT was to facilitate multi-professional working, as exemplified by the nature of the Steering Group, Project Team and the range of stakeholders engaged. The development was grounded in concepts from policy, research and theoretical literature that were deemed to be essential to support good professional practice in assessment. Generally, there was more thorough work on utilising published research on assessment of older people and on tool development than on specific domain issues for which we relied more on the wealth of practice wisdom that was available to use through our networks. There were many challenges in the task of developing a common understanding that would pave the way for increased multiprofessional working (Dickinson, 2006; Lymbery, 2006) . This was a particular challenge for a tool that was designed to be used in a multiplicity of team configurations and professional practice settings in primary, acute and community health and social care. The tool will facilitate information transfer between health and social care professionals working with older people who can all use the same common Core Assessment, complemented by Complex Assessment and specialist assessments as appropriate.
An interesting reflection is the extent to which social workers fulfil specialist roles. In a situation in which the care manager is a profession other than social work, one might ask what the social work contribution entails. In practice, most professions look towards social work for a professional lead and specialist knowledge where there is suspected or alleged abuse (Killick and Taylor, 2009) , where there are particularly vulnerable individuals, where a change of domicile is required, for carer assessment and, more generally, where social care services (such as day-care or home care services) are being considered Taylor, 2007, 2010; Nancarrow et al., 2009; Taylor and Donnelly, 2006b; Taylor and Neill, 2009) . One particular strength of social work is our attention to the holistic picture of client and family needs, strengths and circumstances. However, if we, as social workers, are to develop our professional credibility and competence, greater attention needs to be given to the use of specialist assessment tools to contribute to holistic, integrated assessment just as in other professions (Kane, 2006) . This might include specialist assessment in areas such as family relationships and functioning and issues for carers such as health, stress and social integration.
Implementation and evaluation
Implementation of NISAT commenced in spring 2009. There is a process in place for suggested changes to be collated centrally so that development of the documentation will be standardised across Northern Ireland in phases. This paper has been produced from the perspective of developing NISAT rather than evaluating it. The aim has been to outline the context, purpose and development process as an aid to future evaluative endeavours and to stimulate communication and debate so as to prompt reflection to inform developments elsewhere.
At the time of writing, implementation has been progressing for approximately eighteen months on a phased basis across parts of the health and social care service. Informal comments drawn from both those championing the process and from practitioners using NISAT suggest that the basic stages and design are sound despite the usual grumbles that accompany most change processes. Shorter-term interventions (including some that are multi-professional) seem to be managed more effectively without bringing people into the complexities of care management. Professional assessors seem to find the domains in the Core Assessment component a suitable scope to summarise their comments on that topic. It has been found beneficial to have a statement near the start about how much the older person is able to participate in their assessment and limitations to this.
Crucially, NISAT seems to be effective at that critical point of hospital discharge. Professionals are being encouraged to use the Summary (after Core or Complex Assessment components) to include an appropriate level of detail about need, unmet need, risk and acceptance of risk as well as Action Points to feed into the care plan. NISAT is now embedded in Departmental Guidance on Care Management (Department of Health, Social Services and Public Safety, 2010) and is acclaimed as a distinctive highlight of social work in Northern Ireland (Holland, 2010) . The Carer's Support and Needs Assessment component has subsequently been piloted with carers for other client groups and adopted more widely.
There are perhaps two main lessons from the informal learning during the early stage of implementation. First, despite extensive process mapping, the diversity of referral and care pathways-across primary, acute and community care-are so myriad and complex that they continue to present a challenge. Any attempt to design a single assessment process that sought to define team or job roles and every referral pathway would have been incredibly complex. It was wise that we were not attempting to design a single assessment tool, not a process! Second, a unified assessment tool challenges professionals to work more closely together. That challenge is still being addressed during implementation, despite the work undertaken during development to identify anticipated issues and provide guidance and support to address these. Achieving progress in multi-professional working at this level of complexity requires a joint practice development process, beyond simply attending training courses, even if they are multiprofessional and interactive in nature.
Conclusion
With time, it will become clearer to what extent the Northern Ireland Single Assessment Tool has supported the development of effective and efficient systems of health and social care. The participatory approach used ensured that a wide range of health and social care staff, voluntary organisations, older people and their family carers were involved in the creation of NISAT, hopefully for the ultimate benefit of older people and their families.
